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Background: Social support is an exchange of resources between at least two individuals perceived by the
provider or recipient to be intended to promote the health of the recipient. Social support is a major determinant
of health. The objective of this study was to determine the perceived social support and its associated
sociodemographic factors among women of reproductive age.
Methods: This was a population-based cross-sectional study with multistage random cluster sampling of 1359
women of reproductive age. Data were collected using questionnaires on sociodemographic factors and perceived
social support (PRQ85-Part 2). The relationship between the dependent variable (perceived social support) and the
independent variables (sociodemographic characteristics) was analyzed using the multivariable linear regression
model.
Results: The mean score of social support was 134.3 ± 17.9. Women scored highest in the “worth” dimension and
lowest in the “social integration” dimension. Multivariable linear regression analysis indicated that the variables of
education, spouse’s occupation, Sufficiency of income for expenses and primary support source were significantly
related to the perceived social support.
Conclusion: Sociodemographic factors affect social support and could be considered in planning interventions to
improve social support for Iranian women.Background
Social support refers to the emotional and material
resources that are provided to an individual through
interpersonal communications [1]. Social support is an
exchange of resources between at least two individuals;
resources perceived by the provider or the recipient to
be intended to promote the health of the recipient [2,3].
Although numerous definitions have been used to evalu-
ate the concept of social support, it falls into two cat-
egories. Objective or received social support indicates
what people have actually received or report to have
received. The other is a subjective or perceived social
support, which captures an individual’s beliefs about the
available support [4]. Social support includes three main
aspects, each of which may be experienced as positive or
negative: emotional (e.g. feeling loved, valued, and* Correspondence: mirg1385@yahoo.com
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reproduction in any medium, provided the orappreciated), informational (e.g. advice or guidance), and
instrumental (e.g. tangible help) [5].
In human interactions, individuals and groups offer
and receive social support. Social support is a mutual
process and a source of interaction that provides com-
fort, assistance, and encouragement. It enhances suc-
cessful compatibility and improves satisfaction and
efficient life [6]. The determinants of perceived social
support are primarily divided into four groups: 1) socio-
demographic characteristics, which includes age, gender,
education, Ethnicity/nativity status, culture and socioe-
conomic status; 2) social network characteristics such as
number of network members and frequency of contact
with network members, 3) social integration and in-
volvement characteristics, which refer to the participa-
tion of people in a broad range of social relationships,
which are measured by marital status, living arrange-
ments, working status, club membership, and religious
activities; and 4) health characteristics, which are per-
ceived health status, chronic diseases, and stress [4,7-9].al Ltd. This is an Open Access article distributed under the terms of the Creative
ommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
iginal work is properly cited.
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promotion as it assists in satisfying an individual's phys-
ical and emotional needs, as well as buffering the effects
of stressful events on the quality of life [10]. If social
support is perceived as helpful, the individual’s health
and wellbeing improves, whereas lack of social support
increases the risk of disease [11].
Social support is associated with numerous psycho-
logical benefits, such as improved self-confidence, sense
of empowerment, efficiency, and quality of life. Similarly,
lack of social support appears to be related to mental
manifestations and weaker health perceptions [12]. Dif-
ferent studies on different populations have indicated
positive perception of social support to improve physical
health [1,13], health-promoting behaviors [14-19], qual-
ity of life [20-22], mental health [23-26], and self-
confidence [27], as well as epidemiological studies
showed that individuals with low levels of social support
have higher mortality rates; especially from cardiovas-
cular disease, cancer, cachexia, and infection-related
mortalities [28-30]. These studies have indicated the im-
portance of perceived social support. Wills and Cohen
reported that for health-promoting behaviors, perceived
social support is more important than actual social sup-
port. They pointed out that if resources of support are
not perceived by a person, such resources cannot be
used [31].
Iranian culture, as a collectivist culture, emphasizes so-
cial networks and support [32]. Several studies were
conducted in different Iranian populations such as HIV
positive-patients [33], students [34], adolescents [35],
diabetic patients [36], hemodialysis patients (22), cancer
patients [37], Elders [38], and so on, but social support
among women of reproductive age has not been investi-
gated in Iran, despite the fact that women of reproduct-
ive age constitute a considerable part of the country’s
population. In 2006, there were 21 million women of
reproductive age (aged 15–49); about 18% of them
(3.8 million) lived in Tehran and constituted about 60%
of the female population in Iran [39]. The age period of
reproduction is associated with a number of stressful
events such as pregnancy and lactation; certain disor-
ders, such as depression, anxiety, and nutritional disor-
ders, are more frequent among women [40]. Previous
studies have indicated the role of social support in redu-
cing stress and improving health [1,41]. This study
aimed to determine the perception of Iranian women
of reproductive age of social support and its asso-
ciated sociodemographic factors.
Methods
Study population and data collection
This was a population-based cross-sectional study in-
volving 1359 Iranian women of 15–49 years in Tehran,recruited using multistage cluster sampling. Tehran is
divided into 22 municipal districts. Initially, 135 domains
were selected using probability sampling weighted with
the number of families in each district (proportional to
size sampling) and one block was selected at random
from each domain. Subsequently, 10 families were
selected from each block using systematic sampling. For
each family, a woman aged 15–49 answered the ques-
tion. Thus, 1359 women of reproductive age were
selected for the study. All participants were interviewed
individually in their homes by a team of interviewers.
Response rate for the study population was approxi-
mately 90%. If a woman was not at home or was unwill-
ing to participate in the study, the interviewer would
refer the next right home and to have the questionnaire
completed. Interviewers were trained to administer the
questionnaire in a standardized procedure. For quality
control of data collection, implementation of this study
was completely monitored by the supervisor team.
Informed consent was obtained from all women and
the study protocol was approved by the Ethics Commit-
tee of the Tehran University of Medical Sciences in
Tehran, Iran. The study protocol and eligibility criteria
of the participants have been described elsewhere [42].
Each participant was interviewed face to face. Data were
collected using questionnaires including sociodemo-
graphic characteristics and perceived social support. The
sociodemographic factors included age, marital status,
education, occupation, sufficiency of income for
expenses, crowding index, primary support source, and
ethnicity, as well as spouse’s level of education and oc-
cupation for married participants. The crowding index
was categorized into three levels: low crowding (less than
2 people per room), average crowding (2–3 people per
room), and high crowding (more than 3 people per
room).
The Personal Resource Questionnaire 85-Part 2
(PRQ85-Part 2) was used to measure the perceived so-
cial support. Perceived social support is more persist-
ently and more powerfully related to health and well
being than are objective measures. Thus, this study
chose to focus on perceived social support, which
reflects an individual’s feeling that he/she is accepted,
loved, and valued by other members of their social net-
work. The PRQ85-Part 2 was chosen for this study for
its ease of use, clarity, and proven reliability and validity
in measuring perceived social support. It has been used
in health research because of its convenience of use with
subjects of differing age groups and ethnicities. There-
fore, offers possibilities for comparison across nations and
populations. Written consent to use the PRQ85-Part 2
was obtained from Dr. Weinert.
PRQ85-Part 2 is a 25-item scale based on the five
dimensions of support, namely worth (the indication
Table 1 Mean and Standard deviation for the social
support scale and its dimensions
Variable Mean (SD) Observed range
of score
Median IQR*
PRQ85-Part 2 134.3 (17.9) 62-175 136 24
Worth 28.3 (4.2) 11–35 29 5
Social integration 24.9 (4.7) 6–35 25 6
Intimacy 25.4 (4.7) 7–35 26 7
Nurturance 27.6 (4.6) 8–35 28 6
Assistance 28.0 (4.6) 7-35 29 7
* Interquartile Range.
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part of a group), intimacy (provision for attachment/
intimacy), nurturance (opportunity for nurturing be-
havior towards their family and friends), and assistance
(the availability of information, emotional, and material
help). This questionnaire is based on a 7-point Likert
scale ranging from strongly disagree to strongly agree;
the score for the questionnaire ranges from 25 to 175
for the entire questionnaire, and from 7 to 35 for its
dimensions [43]. In the present study, Cronbach’s α
and the intra-class correlation coefficient (ICC) for this
tool were 0.84 and 0.9, respectively.Data analysis
Sociodemographic characteristics and social support
were assessed descriptively with frequency, percen-
tage, mean, standard deviation, median and IQR. The
one-way ANOVA test was used to investigate the rela-
tionship between perceived social support and sociode-
mographic characteristics. Backward multiple linear
regression analysis was used to predict the impacts of
each of the independent variables (sociodemographic cha-
racteristics) on the dependent variables (social support)
and to determine the variance. Assumptions related to
multiple regression including multicollinearity, norma-
lity, homoscedasticity, outliers, missing were assessed.
Independent variables with p < 0.2 on bivariate test
[44] entered the backward regression model. Inter-
action term analyses were conducted to examine the
relationship between predictors of social support and
outcome of it. Also, Repeat analyses were conducted for
the dimensions of social support. Data were analyzed
using SPSS 16.Results
Participants’ characteristics
More than one third of the women were aged 35 years or
older, with a mean age of 31.9 ± 9.5 years. Most women
were married and housewives. Almost 70% stated that
their monthly income sufficed for their expenses. The
majority of women (83.8%) identified their spouse or
parents as the first persons who provide support for
them when they need help. Almost a quarter of the
married participants' spouses (28.5%) had a university
education, and 43.4% worked in the private sector.Perceived social support
The mean score of social support was 134.3 ± 17.9. The
highest scored dimension of social support was “an indi-
cation that one is valued” whereas the lowest scored di-
mension was “the feeling of being an integral part of a
group” (Table 1).Perceived social support and its relationship with
sociodemographic factors
According to the one-way ANOVA test results, there
was a statistically significant relationship between per-
ceived social support and education, spouse's education
and occupation and sufficiency of income for expenses
(p < 0.001), primary support source (p < 0.01) and occu-
pation (p < 0.05) (Table 2). The variables of education,
spouse’s occupation, sufficiency of income for expenses,
crowding index, primary support source, and ethnicity
entered the backward multivariable linear regression
model. The variables of crowding index and ethnicity
were excluded from the model. The variables of educa-
tion, spouse’s occupation, sufficiency of income for
expenses, and primary support source were significantly
related to perceived social support. The results of multi-
variable linear regression and the significant results of
interaction term analyses were showed in Table 3.
According to the results of repeat analyses for dimen-
sions of perceived social support, only there was a statis-
tically significant interaction of education * primary
source support in the model (Wilks Lambda = 0.95,
F (10, 2244) = 1.55, P =O.O4). The results of repeat ana-
lyses for dimensions of perceived social support are avai-
lable as supplementary files (Additional File 1).
Discussion
In this study, perceived social support was relatively high
in Iranian women of reproductive age. Women scored
highest in “worth” and lowest in “social integration”. The
variables of education, spouse’s occupation, sufficiency
of income for expenses, and primary support source
were significantly related to perceived social support.
The mean score of perceived social support in the
present study was higher compared with those in studies
by Adams et al. (2000) on rural women in a southern
state of the United States (121.7 ± 14.1) [11], Hovey
and Magana (2002) on immigrant farmers in Mexico
(132.9 ± 26.5) [23], and Rambod and Rafii (2010) on
patients undergoing hemodialysis in Iran (131.9 ± 25.8)
[22], whereas it was lower compared with those in studies
Table 2 Association between Sociodemographic characteristics and Social support score: Bivariate test (n = 1359)
Characteristica n (%) PRQ-85 Mean ± SD Characteristica n (%) PRQ-85 Mean ± SD
Age (in years) Spouse’s occupation§
15-24 350 (25.8) 133.7 ± 18.3 Unemployed 19 (2.0) 127.3 ± 18.7*
25-34 468 (34.4) 134.5 ± 17.3 Worker 127 (13.2) 128.9 ± 15.8
35 or higher 541 (39.8) 134.7 ± 18.2 Clerk 363 (37.8) 136.4 ± 17.0
Marital status Private sector 417 (43.4) 134.8 ± 17.7
Single 360 (26.6) 133.3 ± 18.9 Experts/Managers 44 (3.5) 139.6 ± 19.1
Married 957 (70.8) 134.8 ± 17.5 Sufficiency of income for expenses
Divorced 17 (1.3) 133.4 ± 20.7 Absolutely not 199 (14.9) 129.1 ± 20.4*
Widowed 17 (1.3) 137.2 ± 13.4 To some extent 928 (69.3) 134.1 ± 17.5
Education Completely 213 (15.9) 140.0 ± 16.0
Illiterate 23 (1.7) 129.1 ± 18.1* Crowding index***
Elementary school 111 (8.2) 133.7 ± 15.1 Low 611 (46.6) 135.7 ± 18.5
Secondary school 170 (12.5) 132.1 ± 18.5 Average 535 (40.8) 133.2 ± 17.9
High school 86 (6.3) 127.1 ± 17.1 High 164 (12.5) 132.9 ± 15.7
Diploma 510 (37.6) 133.8 ± 17.2 Primary source support
University 455 (33.6) 137.5 ± 18.6 Mother 248 (18.5) 136.0 ± 18.6**
Occupation Father 46 (3.4) 131.9 ± 20.2
Housewife 866 (64.1) 133.6 ± 17.7** Mother & Father 214 (16.0) 134.5 ± 17.0
Employed 207 (15.3) 137.9 ± 17.2 Spouse 614 (45.9) 135.3 ± 17.1
Student 247 (18.3) 134.2 ± 18.5 Friend & Relative 188 (14.2) 131.7 ± 16.9
Unemployed 32 (2.4) 132.4 ± 22.7 Others 27 (2.0) 121.4 ± 29.0
Spouse’s Education§ Ethnicity
Illiterate 8 (0.8) 133.7 ± 12.0* Persian 851 (63.4) 135.2 ± 18.1
Elementary school 107 (10.9) 130.5 ± 18.4 Azeri 380 (28.3) 132.5 ± 17.4
Secondary school 159 (16.1) 132.6 ± 15.4 Kurd 44 (3.3) 131.3 ± 19.6
High school 50 (5.1) 123.3 ± 15.0 Lore 49 (3.7) 136.0 ± 18.3
Diploma 380 (38.6) 135.2 ± 16.6 Guilac 18 (1.3) 137.7 ± 18.8
University 281 (28.5) 138.7 ± 18.4
aAll variables, except age, entail unanswered cases.
§ This variable applies to married participants.
* p <0.001.
** p <0.05.
*** Crowding index was determined by dividing the number of family members by the number of rooms, not considering the bathroom.
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ure in Canada (141.2 ± 20.9) [45], and Dalla et al. (2006)
on paraprofessional educators in the state of Nebraska in
the United States (147.4 ± 19.2) [24]. The different results
of mean score of social support observed in diverse popu-
lations may be due to the effects of a range of sociodemo-
graphic, social network, and personality characteristics
and social involvement that have been linked to percep-
tions about social support [7].
Women scored highest in “worth” dimension that is
consistent with the results of Doucette (2000) [45]. This
dimension explores reassurance of worth as an individual
and in role accomplishments. This finding showed that
women perceived themselves to be secure in their rolesand relationships with family and friends as well as
revealed that they were comfortable giving and receiving
affection, and as individuals, their degree of self-worth
was high.
Women scored lowest in “social integration” that is con-
sistent with the results of Doucette (2000) [45] and Kuhir-
unyaratn et al. (2007) [4]. Social integration is defined as
the existence of social ties and typically includes such indi-
cators as: marital status, close family and friends, and de-
gree of participation in group and religious affiliation [45].
Social integration through multiple mechanisms is gener-
ally associated with better health outcomes. Integrated
individuals are subject to social controls that may promote
the adoption of healthful behaviors and prevent risky
Table 3 Multivariable linear regression analysis for factors associated with Perceived social support
Variable β (95% CI*) P-value
Education
University Reference
Illiterate 29.6 (−13.7 to 72.9) 0.18
Elementary school 5.7 (−11.4 to 22.8) 0.51
Secondary school 7.2 (−8.9 to 23.4) 0.38
High school −8.4 (−29.9 to 13.1) 0.44
Diploma 3.7 (−4.5 to 11.1) 0.37
Spouse’s occupation
Clerk Reference
Unemployed 7.1 (−23.7 to 37.9) 0.65
Worker −30.1 (−58.1 to −2.2) 0.035
Private sector −6.6 (−14.6 to 1.3) 0.10
Experts/Managers 3.3 (−9.4 to 15.9) 0.61
Sufficiency of income for expenses
Completely Reference
To some extent −12.5 (−24.5 to −0.4) 0.043
Absolutely not −1.6 (−8.6 to 5.3) 0.65
Primary source of support
Mother, father and spouse Reference
Other −12.8 (−26.8 to 1.7) 0.079
Spouse’s occupation(worker)*Sufficiency of income for expenses (Absolutely not) 29.8 (2.9 to 56.6) 0.030
Primary source of support (other)* education(Illiterate) 27.4 (1.4 to 53.4) 0.038
Primary source of support (other)* education(Elementary school) 15.5 (1.9 to 29.0) 0.025
Primary source of support (other)* education(High school) 26.2 (7.0 to 45.3) 0.007
Primary source of support (other)* education(Diploma) 11.7 (0.2 to 23.2) 0.047
education(Illiterate)* Sufficiency of income for expenses (Absolutely not) −46.2 (−89.1 to −3.3) 0.035
Education(Illiterate)* Sufficiency of income for expenses (To some extent) −39.5 (−78.4 to −0.5) 0.047
Education(Diploma)* Sufficiency of income for expenses (To some extent) −9.2 (−17.3 to −1.1) 0.026
R2 = 0.136 Adjusted R2 = 0.069
* CI = Confidence Interval.
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sources of information regarding appropriate medical
care. In addition, social networks could influence health of
individuals by providing effective support [46,47]
The results of this study showed that subjects to a
lesser extent felt involved in outside social activities. The
fact that most women in this study were housewives and
thus tended to be less involved in social activities outside
the home may account for the lower scores of social in-
tegration in the present study.
The scores of the different dimensions of perceived so-
cial support indicated that, in general, the participants per-
ceived that they are valued and cared for, and in times of
need there are supportive companions to help them. So-
cial support serves as a protective factor against the stress-
ful events of life and provides the compatibility skillsnecessary for coping with stress [48]. Due to the stressful
physiological events that occur during the reproductive
age, such as pregnancy and delivery, it is essential for
women of reproductive age to have social support.
The highest mean of perceived social support was
observed in women who considered their income to be
sufficient for their expenses, while the lowest score was
found among women whose spouses were workers. The
relationship between high income and high levels of so-
cial support has been indicated in previous studies
[1,13,22]. Occupation and income constitute the two
major components of socioeconomic status. The size of
the social network increases with the improvement of
socioeconomic status, as the latter provides sufficient
resources for the development and maintenance of rela-
tionships in a social network [49].
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women who mentioned their spouses or parents as their
primary sources of support. This finding is consistent
with those of Chen et al. (2007), who studied women in
their postpartum period, and reported spouses, mothers,
and mother-in-laws as the key social support providers
[2]. This finding indicates that the social network of
family members constitutes an important aspect of so-
cial support for women of reproductive age. This could
be because of this fact that culture and our religious
believes plays an important role between family mem-
bers and family is as the most important provider of so-
cial support in Iran. The importance of family ties has
been emphasized in Islamic countries. Islam considers
the family as the foundation of Islamic society. Family in
Iran is considered as the primary support system for
individuals in times of crisis [22].
Limitations
There are limitations relevant to the cross-sectional design
used in this study. First, the cross-sectional design does
not lend itself to causal interpretation; no cause effect
relationships can be inferred. Second, the data are col-
lected at one point in time in a cross- sectional research
design. It measures what exists today and does not at-
tempt to document changes over time, past or future.
Third, this study lacks generalizability beyond the geo-
graphic area of the participants. In addition, perceived so-
cial support assessment of this study is a subjective
evaluation; it relies on the women’ perception, mood and
attitude which change over time. Therefore, the measure-
ment depends on the women perception only.
Implications
The findings of this study provide information about per-
ceived social support of reproductive aged women living
in Iran. Because women scored lowest in “social integra-
tion”, so women must be encouraged to develop positive
social bonds. In addition, we need to understand more
about social integration characteristics, and the role of the
community integration. Sociodemographic factors must
be considered in planning interventions aimed at improv-
ing social support for women of reproductive age. For ex-
ample, Interventions that facilitate an increase in the
quality or quantity of their social support should be con-
sidered in national programmes for women. Literature
supports the idea that social support influences health. As
health care expands its view of health beyond the physical
into the social realm, health care providers must incorpor-
ate these ideas into practice to provide more effective care.
Conclusion
The findings of the present study indicate that women
of reproductive age have relatively high perceived socialsupport. They feel they are respected by others, but they
tend not to become involved in social groups. Because
social support from the family improves the health of
women of reproductive age as well as being present in
social groups, women must be encouraged to develop
positive social bonds. Sociodemographic factors affect
social support and must therefore be considered in plan-
ning interventions aimed at improving social support for
women of reproductive age.
Additional file
Additional file 1: Table S1. Multivariable Linear Regression Analysis for
Factors Associated with Social Integration Subscale. Table S2.
Multivariable Linear Regression Analysis for Factors Associated with
Nurturance Subscale. Table S3. Multivariable Linear Regression Analysis
for Factors Associated with Worth Subscale. Table S4. Multivariable
Linear Regression Analysis for Factors Associated with Assistance
Subscale. Table S5. Multivariable Linear Regression Analysis for Factors
Associated with Intimacy Subscale.
Abbreviations
PRQ85-PART2: Personal Resource Questionnaire 85-Part 2; WHO: World
Health Organization.
Competing interests
The authors declare that they have no competing interests.
Authors’ contribution
All the authors participated in its design, coordination, analyses, and
interpretation of the results, and drafted the manuscript of the study. MM
drafted the first version of the manuscript. AB, EM, MM, and SN revised the
manuscript. AB critically reviewed the manuscript. All authors read and
approved the final manuscript.
Acknowledgment
This study was supported and funded by Tehran University of Medical
Sciences (code number 89-02-28-10802).
Author details
1Department of Reproductive Health, Tehran University of Medical Sciences,
Tehran, Iran. 2Centers for Community-Based Participatory Research, Tehran
University of Medical Sciences, Tehran, Iran. 3Department of Midwifery, Tabriz
University of Medical Sciences, Tabriz, Iran. 4Department of Nursing, Tarbiat
Modares University, Tehran, Iran. 5Department of Epidemiology and
Biostatistics, Tehran University of Medical Sciences, Tehran, Iran.
Received: 10 August 2011 Accepted: 31 July 2012
Published: 18 September 2012
References
1. Moak ZB, Agrawal A: The association between perceived interpersonal
social support and physical and mental health: results from the national
epidemiological survey on alcohol and related conditions. J Public Health
2009, 32:191–201.
2. Chen CM, Kuo SF, Chou YH, Chen HC: Postpartum Taiwanese women:
their postpartum depression, social support and health-promoting life
style profiles. J Clin Nurs 2007, 16:1550–1560.
3. Calleghan P: Social support and locus of control as correlates of UK
nurses' health behavior. J Adv Nurs 1998, 28:1127–1133.
4. Kuhirunyaratn P, Pongpanich S, Somrongthong R, Love EJ, Chapman RS:
Social support among elderly in Khon Kean Province, Thailand. Southeast
Asian J Trop Med Public Health 2007, 38:936–946.
5. Toronton PL, Kieffer EC, Salabarria-pena Y, Odoms-yong A, Willis SK, Kim H:
Weight, diet and physical activity-related beliefs and practices among
pregnant and postpartum Latino women: The role of social support.
Matern Child Health J 2006, 10:95–104.
Baheiraei et al. BMC Women's Health 2012, 12:30 Page 7 of 7
http://www.biomedcentral.com/1472-6874/12/306. Pender NJ, Murdaugh CL, Parson MA: Health promotion in nursing practice.
Philadelphia: Upper Saddle River, New Jersey; 2001.
7. Cornman JC, Goldman N, Weinstein M, Lin HS: Perception of elderly
Taiwanese about the availability of social support. In Center for Population
and Health Survey Research. Taiwan: Bureau of Health Promotion,
Department of Health; 2005. Working Paper No. 2001–05.
8. Cutrona CE: Objective determinants of perceived social support.
J Pers Soc Psychol 1986, 50:349–355.
9. Almeida J, Molnar BE, Kawachi I, Subramanian SV: Ethnicity and nativity
status as determinants of perceived social support: Testing the concept
of familism. Soc Sci Med 2009, 68:1852–1858.
10. Bomar PJ: Promoting health in families-applying family research and theory to
nursing practice. Philadelphia: Saunders; 2004.
11. Adams MH, Bowden AG, Humphrey DS, McAdams LB: Social support and
health promotion lifestyles of rural women. Online J Rural Nurs Health
Care 2000, 1:28–40.
12. McCorkle BH, Rogers ES, Dunn EC, Lyass A, Wan YM: Increasing social
support for individuals with serious mental illness: Evaluating the
compeer model of intentional friendship. Community Ment Health J 2008,
44:359–366.
13. Cadzow RB, Servoss TJ: The association between perceived social support
and health among patients at a free urban clinic. J Natl Med Assoc 2009,
101:243–250.
14. Gaede BM, Majeke SJ, Modeste RRM, Naidoo JR, Titus MJ, Uys LR: Social
support and health behavior in women living with HIV in KwaZulu Natal.
J Social Aspects of HIV/AIDS 2006, 3:362–368.
15. Ayres CG, Atkins R, Mahat G: Factors related to performance of health
practices among Asian adolescents in the United States. Asian Nurs Res
2010, 4:64–74.
16. Cannella BL: Mediators of the relationship between social support and positive
health practices in pregnant women. The State University of New Jersey,
Newark, New Jersey: PhD thesis; 2005.
17. Ballard FA: Homeless sheltered women’s health promotion behavior. University
of North Carolina, Greensboro: PhD thesis; 2009.
18. Taechaboonsermsak P, Kaewkungwal J, Singhasivanon P, Fungladda W,
Wilailak S: Causal relationship between health promoting behavior and
quality of life in cervical cancer patients undergoing radiotherapy.
Southeast Asian J Trop Med Public Health 2005, 36:1568–1575.
19. Tang YY, Chen SP: Health promoting behaviors in Chinese family
caregivers of patients with stroke. Health Promot Int 2002, 17:329–339.
20. Whatley AD, DiIorio CK, Yeager K: Examining the relationships of
depressive symptoms, stigma, social support and regimen-specific
support on quality of life in adult patients with epilepsy. Health Educ Res
2010, 25:575–584.
21. Ke X, Liu C, Li N: Social support and quality of life: a cross sectional study
on survivors eight months after the 2008 Wenchuan earthquake.
BMC Public Health 2010, 124:573–580.
22. Rambod M, Rafii F: Perceived social support and quality of life in Iranian
Hemodialysis patients. J Nurs Scholarsh 2010, 42:242–249.
23. Hovey JD, Magana CG: Cognitive, affective, and physiological expressions
of anxiety symptomatology among Mexican migrant farm workers:
Predictors and generational differences. Community Ment Health J 2002,
38:223–237.
24. Dalla RL, Lopez WE, Jones VO, Xia Y: Individual and familial stressors
among rural Nebraskan, bilingual, paraprofessional educators. J Hispanic
High Educ 2006, 5:127–141.
25. Deja M, Denke C, Weber-carstens S, Schroder J, Pille CE, Hokema F, Falke KJ,
Kaisers U: Social support during intensive care unit stay might improve
mental impairment and consequently health-related quality of life in
survivors of severe acute respiratory distress syndrome. Crit Care 2006,
10:R 147.
26. Lui A, Glynn S, Shetty V: The interplay of perceived social support and
posttraumatic psychological distress following orofacial injury. J Nerv
Ment Dis 2009, 197:639–645.
27. Arslan C: Anger, self-esteem, and perceived social support in
adolescence. Soc Behav Pers 2009, 37:555–564.
28. Untas AT, Thumma J, Rascle N, Rayner H, Mapes D, Lopes AA, Fukuhara S,
Akizawa T, Morgenstern H, Robinson BM, Pisoni RL, Combe C: The
associations of social support and other psychosocial factors with
mortality and quality of life in the dialysis outcomes and practice
patterns study. Clin J Am Soc Nephrol 2011, 6:142–152.29. Uchino BN: Social support and health: A review of physiological
processes potentially underlying links to disease outcomes. J Behav Med
2006, 29:377–387.
30. Lett HS, Blumenthal JA, Babyak MA, Strauman TJ, Robins C, Sherwood A:
Social support and coronary heart disease: epidemiologic evidence and
implications for treatment. Psychosom Med 2005, 67:869–878.
31. Roth CA: A survey of perceived social support among pregnant women in the
intermountain region. Bozeman, Montana, Montana State University:
MSc thesis; 2004.
32. Aflakseir A: The role of social support and coping strategies on mental
health of a group of Iranian disabled war veterans. Iran J Psychiatry 2010,
5:102–107.
33. Masoudi M, Farhadi A: Family social support rate of HIV positive
individuals in Khorram Abad. YAFT-E 2006, 7:43–47.
34. Hematirad G, Sepah Mansour M: The relationship between stress and
social support in Tehran university students. Andisheh va Raftar 2008,
2:79–86.
35. Sayah Sayari N, Hossein Shahi HR, Ranjgar B: Relationship between
adolescents’ identity and parents’ social support. Andisheh va Raftar 2010,
4:67–74.
36. Ghaffari M, Shahbazian H, Kholghi M, Haghdoost MR: Relationship between
social support and depression in diabetic patients. Sci Med J 2010,
8:383–389.
37. Heydari S, Salahshourian A, Rafiei F, Hosseini F: Correlation of perceived
social support and size of social network with quality of life dimension
in cancer patients. Iran J Nursing 2009, 22:8–18.
38. Salarvand SH, Abedi H: The elders' experiences of social support in
nursing home: A qualitative study. Iran J Nursing 2008, 20:39–50.
39. Statistical Center of Iran: National Census of Population and Housing of Iran.
2006. http://amar.sci.org.ir.
40. World Health Organization: Strategic action for the health of women in
Europe endorsed at a WHO meeting. 2001. www.euro.who.int.
41. Hamdan-Mansour AM, Dawani HA: Social support and stress among
university students in Jordan. Int J Ment Health Addict 2008, 6:442–450.
42. Baheiraei A, Mirghafourvand M, Nedjat S, Mohammadi E, Mohammad-Alizadeh
Charandabi S, Rajabi F, Majdzadeh R: Health-promoting behaviors and
social support of women of reproductive age, and strategies for
advancing their health: Protocol for a mixed methods study.
BMC Public Health 2011, 11:191.
43. Weinert C, Brandt P: Measuring social support with the PRQ. West J Nurs
1987, 9:589–602.
44. Jewell NP: Statistics for Epidemiology. New York: CRC Press; 2003.
45. Doucette EM: The impact of social support on living with heart failure.
University of Ottawa: MSc thesis; 2000.
46. Klassen AC, Washington C: How does social integration influence breast
cancer control among urban African-American women? Results from a
cross-sectional survey. BMC Womens Health 2008, 8:4.
47. Cohen S, Brissette I, Skoner DP, Doyle WJ: Social Integration and Health:
The Case of the Common Cold. JoSS 2000, 1:1–7.
48. Ajala EM, Olorunsaiye DA: An evaluative study of the impact of
intervention strategies of non-governmental organizations (NGOS) on
social well-being, economic empowerment and health of the aged in
Oyo State, Nigeria. Int J African & African Am Studies 2006, 5:1–12.
49. Lucas NJ: The use of social support among African American men and women
and its effect on depression. Blacksburg, Virginia: PhD thesis; 2008.
doi:10.1186/1472-6874-12-30
Cite this article as: Baheiraei et al.: Social support for women of
reproductive age and its predictors: a population-based study. BMC
Women's Health 2012 12:30.
